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CORRESPONDENCE
Re: e-EVAR in Ruptured Abdominal Aortic
Aneurysms
I read with interest the study of N. Peppelenbosch et al.
about the emergency endovascular treatment (e-
EVAR) of acute symptomatic or ruptured abdominal
aortic aneurysm.1 As they acknowledge, the study has
several flaws such as the small number of patients, the
retrospective character of the control group and the
short follow-up. Other flaws could be the apparent
trend to operate more symptomatic than ruptured
aneurysms in the EVAR subgroup, the inexplicable
better results, in terms of survival, in the subgroup that
underwent surgery against the control group and the
absence of re-operations in the EVAR subgroup, in
spite of continued bleeding in one case and bowel
ischaemia in another two. All of this make us to
consider their conclusions with caution. Nevertheless,
a prospective and intention to treat based study is very
interesting and must be praised as well as their
intention to improve results in such a grave condition.
However, I would like to add some reflections.
Firstly, it does not seem proper to analyse sympto-
matic and ruptured aneurysms together because
although they share the same pathological condition,
the fact that a rupture has occurred, conditions
absolutely the permissible delay in the treatment and
the survival likelihood.2
Secondly, we have to keep in mind that the available
endovascular devices have been designed for the
aneurysm exclusion under elective circumstances
where the main goal is the accurate and durable
prevention of its rupture. In such a situation vascular
surgeons have a wide range of devices and time to
decide, depending on the specific device features,
choosing the model that will fit best in the aneurysm
morphology.3 Except the employment of aorto-uni-
iliac endografts, this and other similar works try to
apply this concept in the management of ruptured
aneurysms where the suitability goes in conflict with
anatomical determining factors linked to durability.
Here, we should better pursue suitability and effec-
tiveness rather than durability.
The aim of treatment for patients with a ruptured
abdominal aortic aneurysm is to avoid their death by
means of a rapid control of haemorrhage, maintaining
the blood supply to the pelvis and lower limbs, and the
management of the physiological disturbances that
may cause the death in spite of satisfactory surgery.
The progress observed in the last two decades in
damage control surgery has taught us that in such
patients two or more procedures could be required.
Furthermore, in extreme situations the surgical pro-
cedure should only aim for the correction of the initial
insult allowing the hypothermia, acidosis and coagu-
lopathy correction at the intensive care unit (ICU)
delaying the definitive reparation until the patient has
been stabilised.4 I do believe that from this perspective
the endovascular treatment could suppose an unbea-
table alternative to the open surgery, provided that we
employed it as only a temporary measure. Industry
should develop temporary devices with wide suit-
ability that could be offered even to patients with short
necks and tortuous navigation arteries to achieve
haemorrhage control quickly for several hours. Short
or conical shaped necks, leaks and concerns about
displacement would no longer be a problem due to the
temporary character of the procedure. Perhaps, our
ambitious idea of a single, easy, quick and definitive
endovascular solution for ruptured aneurysms is
escaping us to find out its real value in this lethal
condition.
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